The bladder function was quickly restored to normal, and the patient left hospital in excellent condition on the thirty-eighth day. A cystoscopic examination before discharge showed healthylooking bladder wall, without any evidence of cystitis. I have on 3 other occasions seen an inversion of the bladder through a vesico-vaginal fistula. In 2, the bladder was contained within the vagina and was seen, on speculum examination, as a deep red, velvety mass. In one other, the inversion appeared at the vulva, and simulated a cystocele. In the present case the mass protruded far beyond the vulva and was so large that it appeared, at first sight, to be a complete uterine procidentia.
The bladder function was quickly restored to normal, and the patient left hospital in excellent condition on the thirty-eighth day. A cystoscopic examination before discharge showed healthylooking bladder wall, without any evidence of cystitis. I have on 3 other occasions seen an inversion of the bladder through a vesico-vaginal fistula. In 2, the bladder was contained within the vagina and was seen, on speculum examination, as a deep red, velvety mass. In one other, the inversion appeared at the vulva, and simulated a cystocele. In the present case the mass protruded far beyond the vulva and was so large that it appeared, at first sight, to be a complete uterine procidentia.
The Patient With an Advanced Carcinoma of the Bladder By NOBLE HUDSON, F.R.C.S. Late Senior Surgical Registrar All Saints' Urological Centre (Westminster Hospital Group) IN the treatment of carcinoma of the bladder there are still considerable differences of opinion among surgeons and radiotherapists.
It has been stressed repeatedly (notably by Dr. Cuthbert Dukes and Mr. F. H. Masina) that in order to deal intelligently with the problem we must attempt to grade and classify bladder tumours and to seek relationships between the histological picture and extent of spread on the one hand, and the results of various forms of treatment on the other.
In general the results of treatment of bladder cancer are disappointing. Perhaps those who work with supervoltage irradiation are more hopeful but it does seem that at present many patients with advanced carcinoma of the bladder are refused this form of therapy either on the grounds that their cases are unsuitable or that the demands on the apparatus are too great. In any event, even if it should prove that supervoltage irradiation is the most effective form of treatment, there are not facilities for all bladder cancers to be so treated.
In 1950 Mr. D. S. Poole-Wilson said, "it seems that if a tumour has penetrated the bladder wall as far as the peritoneum, then the lymphatics are invaded beyond the bladder and all varieties of treatment are probably only palliative".
Dr. J. L. E. Millen of the Christie Hospital and Holt Radium Institute gave his results of treatment of bladder growths by irradiation. As I understand it, the more favourable growths were treated by radon seed implantation and the less favourable by deep X-ray therapy. In the group treated by deep X-ray therapy the five-year survival rate was as follows:
For non-infiltrating tumours 12% five-year survivals. For infiltrating tumours 7 % five-year survivals. But Dr. Millen further stated that of 382 patients considered during the period under review, 96 (or 25% of the total) were beyond any attempt at cure. "60 were beyond any hope of treatment whatever." 36 were given a small dose of deep X-rays without any influence on the course of the disease. Death occurred in an average of four months.
Dr. J. M. W. Gibson also of the Christie Hospital and Holt Radium Institute said, "for the hopeless case no treatment at all is better than ill-judged radiotherapy". How true this is.
But what constitutes a hopeless case? What criteria should we use in deciding that a case is beyond any hope of treatment whatsoever?
While it is true that some patients with bladder carcinoma die a relatively comfortable death from uremia or other cause, the majority pass their last few months in a miserable and degrading state with profuse himaturia, often with clot retention, strangury, pain, intensely increased frequency and sometimes continuous dribbling. If a patient has left to him but a short span surely surgical intervention is worth while if it will render that span more tolerable.
In my view many patients are unnecessarily denied the bIenefit of a palliative cystectomy or even of a palliative ureteric transplant. Often the operability or otherwise of a bladder growth can only be determined by an exploratory operation. The presence of involved lymph nodesbe they even irremovable-is no contra-indication by itself to cystectomy.
It is unnecessary and dangerous to attempt to close the pelvic peritoneum after cystectomy because of the possibility of internal strangulation.
If we do not perform cystectomy in these cases what alternative measures are advocated? Here I would like to express my thanks to Mr. S. I. Levy and Mr. Ralph Coyte for allowing me to operate on these their cases; however, they do not necessarily subscribe to the views just mentioned. I would like to thank also Professor James Pulvertaft for permission to borrow the specimens from the museum, Dr. J. H. 0. Earle and his staff, then of the Gordon Hospital, for mounting the specimens and for the histological work, Dr. Cuthbert Dukes for much kindly and helpful advice and his technician at the Institute of Urology where the lantern slides were made for me.
The following cases I, IL, III and IV were subjected to a two-stage cystectomy. Case V had a one-stage cystectomy. All the ureteric transplants were by the intraperitoneal Coffey method.
In each case both ureters were dealt with at the same time.
In none of the cases was any attempt made to close the pelvic peritoneum. Case 1.-This is an infiltrating transitional-cell stage 2 carcinoma of an average grade of malignancy.
The patient was a man aged 63. He had first noticed hematuria two weeks before attending hospital.
On February 8, 1952, he had his transplant. Thirteen days later he was sent home. A month later he was readmitted. His cystectomy was performed on April 4, 1952. Twelve days later he was discharged. He was last seen on April 3, 1953, just a year after his cystectomy. He can hold his water for two hours by day and for six hours by night. A note was made that his liver was enlarged.
He gets tired easily but otherwise he feels well.
Case 11.-This is a stage 3 transitional-cell carcinoma of an average grade of malignancy. The patient was a man aged 68. He first attended on November 16, 1951, but declined operative treatment. Three months later he reported again with hypogastric pain and increased frequency. He said he was unable to get a proper night's sleep and he was now ready to have an operation. The growth had flourished exceedingly while he was making up his mind. He had his transplant on February 15, 1952, and his cystectomy on March 28, 1952. He was discharged on May 3, 1952. He later developed a pelvic mass and a suprapubic sinus leading deep into the pelvis and discharging foul pus. With drainage and antibiotics the sinus healed and oddly enough it remained healed until his death. The pelvic mass increased in size; it penetrated into his perineal pouch, it invaded his corpora cavernosa, it burst into his blood stream and disseminated widely. He died on December 13, 1952, eight and a half months after his cystectomy.
Case 111.-This is a stage 4 carcinoma. It is an anaplastic transitional-cell carcinoma with a tendency to glandular metaplasia. It is of a high grade of malignancy and is spreading diffusely through the muscle. The patient was a morose man of 48. He first attended *on October 9, 1951. After much delay and under pressure from his wife, he eventually submitted to operation in January 1952. By then he was having continuous hlematuria with clots, continuous rectal and sacral pain with occasional sharp perineal pain. Urgency, dysuria, and increased frequency were present.
He had his ureteric transplant on January 18, 1952. He had his cystectomy on February 28, 1952.
The glands on the left side were firmly adherent to the internal and external iliac arteries. No attempt was made to remove them. In May he reported that he was feeling pretty fit except for occasional backache. By July he was getting pains in the left thigh. In December he was examined by several surgeons. The mass of iliac glands had increased. There was no clinical evidence of local pelvic recurrence and no X-ray evidence of bony metastases. He was refused deep X-ray therapy (for all I know quite rightly). On Boxing Day he committed suicide, nine months after his cystectomy.
Case IV.-This is a stage 2 growth (Fig. 1) . Histologically it is a transitional-cell carcinoma of an average grade of malignancy and with a tendency to squamous metaplasia (Fig. 2) .
The patient was an old woman of 77. She was admitted on April 4, 1952. Her bladder was distended to her umbilicus. For three weeks she had noticed hematuria, increased frequency and pain. Fig. 1 . This is a transitionalstage 2 carcinoma.
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On May 1, 1952, she had her ureteric transplant and three weeks later she underwent cystectomy. She stood both operations well. She had some difficulty with her anal sphincter but in October 1952 1 timed her in the Out-patient Department and she was able to hold her water for two and a quarter hours.
Every Saturday as was her wont she spent the evening in a "pub" from 7 to 10 p.m. and during that time she had to leave the saloon only once. On March 1 this year she died at the age of 78, ten months after her cystectomy.
Case V.-This is a stage 5 squamous-cell carcinoma of average grade of malignancy ( Figs. 3 and 4 ), a man aged 66. As well as his carcinoma he had an enlarged prostate and two diverticula. Fig. 3 . stage 4 carcinoma, benign hypertrophy This is a squamous-cell carcinoma of average grade of the prostate and two diverticula. of malignancy. x 280. attended on April 4, 1952. He had first noticed hmmaturia two weeks previously. A one-stage cystectomy was performed May 1, 1952, and he was dischargedl fifteen days later.
Last seen in December 1952 when he reported that his control was glood and he was still at work. On January 9, 1953, nine months after his operation he died suddenly during the night. It may be of interest to note that while this patient was in h-ospital his brother aged 64 attended the Out-patient. Department with multiple papilliferous tumours of his bladder.
I think it was justifiable to submit these patients to cystectomy.
Vaso-Epididymal Reflux Syndrome
By ALEC W. BADENOCH, M.A., M.D., Ch.M., F.R.C.S.
THE purpose of this short communication is to draw attention to a condition which is comparatively rare but which appears to be a definite clinical entity.
In May 1948, J. V. T., aged 60, consulted me complaining of pain in the left testicle. This pain had begun twenty-one days previously, was quite severe, gnawing in character and had lasted four hours. It recLirred the following day and on most subsequent days, lasting usually for two to four hours. In between the attacks there was complete freedom from pain for anything up to twenty-four hours. A left inguinal hernia had been present for thirty years and for most of this time had been controlled by a truss-the latter had not recently been changed.
On examination.-There was nothing abnormal to feel in the abdomen. A left inguinal hernia which reached the neck of the scrotum was easily reducible. The left epididymis was rather tender and was enlarged to about twice the size of the right, both upper and lower poles being affected. On rectal examination, the prostate was moderately enlarged, bi-lobed, smooth and elastic. The urine was crystal clear and contained nothing abnormal. He had been seen by another surgeon, told that the hernia was the cause of his symptoms and was advised to have it repaired. Neither he nor his own doctor agreed with this course. I suggested that the pain
